Discussion.-Mr. SYDNEY SCOTT said that the cause of ocular paralysis in these cases had been considered at the National Hospital and other hospitals for nervous diseases. One point Dr. Estcourt had not mentioned was the anatomical arrangement of the blood-vessels in relation to the sixth nerve in that part of the nerve between the pons and its entrance into the walls of the cavernous sinus; nor had he referred to the fact that a branch of the cerebral arteries sometimes looped beneath the sixth nerve in that situation. With an excess of cerebro-spinal effusion into the basal cisterna the brain-stem was displaced, causing a kink in one or both sixth nerves. For a time, he (the speaker) had thought, with Dr. Howell, that this was the explanation of Gradenigo's syndrome. Rapid recovery from paralysis in a few hours after lumbar puncture, and the recurrence of the paresis with return of headache, favoured this view. Few cases, in comparison with the frequency of Gradenigo's syndrome, proved fatal. In some, such as Mr. Just's, there were apical petrous cells causing a localized lepto-meningitis, but these belonged to the relatively uncommon fatal group. He (Mr. Scott) considered that there were two quite different causes of the syndrome in each group.
Mr. J. F. O'MALLEY said that he (himself) had had two cases of the kind, one in 1916, the other during the present year. The first was an acute mastoid on which he had operated, in the other there were no mastoid symptoms and he had not operated. The second patient was a child, aged 9, with a two months' discharge from the right ear. There had been diplopia five days: the discharge had yielded a pure growth of Streptococcus hmmolyticus. Three days later the temperature had suddenly risen to 1040 F., albumin and pus had been present in the urine; and the only organism found had been Staphylococcus albus. Later on, although the right rectus was regaining power, there had been another rapid rise of temperature to 103°F. Next day, however, the temperature fell again. Albumin had then been present in the urine. Two days later a specimen of urine obtained by catheter had contained neither cells nor organisms, and the ocular movements had become normal. He (Mr. O'Malley) had not considered it justifiable to open the mastoid, as there had been no indication of mastoiditis. The syndrome might be due to a blood infection, and explicable on these lines.
Mr. T. JUST said he also thought that if the patient was not seriously ill there was no reason to urge an operation. He (the speaker) had had such a case, the patient being a boy who had subacute unilateral mastoiditis which had necessitated a Schwartze operation. A week later sixth nerve paralysis had developed on the same side, and he (Mr. Just) had considered the case to be one of Gradenigo's syndrome. He had examined the wound again to assure himself that he had not left any cells undrained. A week later contralateral facial paralysis had developed. He (Mr. Just) had found it very difficult to associate the two conditions. A neurologist had then seen the boy and had diagnosed encephalitis lethargica. The patient had recovered from the cranial nerve paralysis. This disease should be remembered when there occurred a paralysis of a cranial nerve or nerves for which it was difficult to account.
Mr. G. J. JENKINS (President) said he thought that eventually two distinct conditions of intracranial trouble would be recognized: the first connected with the cerebro-spinal fluid; the second coining from the petrous bone. The latter might affect the fifth cranial nerve first. [May 8, 1926. Mosher's Method of Skin Grafting.
By LIONEL COLLEDGE, F.R.C.S.
Dr. MOSHER'S paper, printed in the Transactions of the American Otological Society, 1925 , was sent to me in order that I might try his method, and I have found it satisfactory. The trouble with moulds and stents is that a mould is solid, and when a solid cast of a cavity is made and covered with a graft, the wound must be re-opened in order to remove the stent or the mould. The method was used at Sidcup for grafting in cases of mouth wounds, and in these the trouble attendant on removing the stent did not arise.
Dr. Mosher has been using this method ten years and has found it satisfactory. It consists in taking strips of gauze soaked in paraffin wax and then folded so as to form a hollow cone. The cavity being ready, a hollow mould of this gauze is made.
The gauze should be dipped in warm water first to soften the paraffin. The Thiersch graft is wrapped round thb mould, it adheres satisfactorily, and does not curl up at the edges. The mould having previously been made the exact shape of the cavity can be replaced without difficulty. There is no irritation, and there appears to be no sepsis produced by the foreign body; you can leave the mould in position seven, even ten days, and if a large opening through the meatus has been made there is no trouble in bringing this hollow mould together and drawing it out through the meatus. Mr. COLLEDGE (in reply) said he did not think one should make any extravagant claims for the method. An exact mould of the cavity was obtained, therefore the graft could be applied with accuracy to the whole area required, and the edges did not roll up. When the mould was removed, the graft was not disturbed. The paraffin seemed to have a soothing effect on the wound, and there was not the fcetor which followed the use of ordinary plain or cyanide gauze.
Case of Acute Mastoiditis. At operation osteomyelitis of the whole right mastoid process was found. Lateral sinus and dura mater of middle fossa seen, but not interfered with.
The interest lies in the course of the case. Before operation the temperature had risen to 102°F. The next day it rose to 105°F., and thereafter there was pyrexia with very occasional remissions for six weeks.
Other points to notice are: (1) Extreme tenderness over the whole right sternomastoid muscle lasted a week. (2) There was slight pain over the left lower chest for the first week. (3) In the second week slight transient pain over right lower chest. (4) Respiration rate 32-24 the whole time.
Examination of the blood was negative, except that it showed "secondary antemia of the chlorotic type" (Dr. H. Pritchard).
Examination of chest was negative until the fifth week, when dullness was detected at the right base (Dr. Pritchard and Dr. Turnbull).
A dull patch was shown by X-rays. At the beginning of the sixth week patient suddenly coughed up 4 oz. of pus, and rapidly got well.
NOTES.
(1) The temptation to re-investigate lateral sinus and jugular vein was great.
(2) Assuming that procedure successfully completed, credit might have been claimed for it for effecting the final cure.
(3) The history of "hip disease " raised the possibility of tuberculosis as an explanation of the chart.
(4) X-ray examination made earlier might have helped the diagnosis.
(5) The suggestion is made that there were weak areas in both lungs, and that one of these was so affected by inhalation (at operation) as to produce an abscess.
This case illustrates rather well the type of dilemma which may occur in aural surgery, and the anxiety which it may cause. The tenderness over the sterno-
